SUMMARY A retrospective study was performed on a group of 28 patients with cerebral palsy, who had undergone a stereotactic encephalotomy for hyperkinesia or dystonia. The mean postoperative follow up period was 21 years (range: [12] [13] [14] [15] [16] [17] [18] [19] [20] [21] [22] [23] [24] [25] [26] [27] 
Cerebral palsy, including the postnatal type, includes a group of non-progressive disorders occurring at any stage of development and maturation of the brain up to the age of 4 years, causing impairment of motor function. This impairment may include paresis, involuntary movement, lack of coordination or spasticity. Other symptoms may contribute to the seriousness of the disability, such as sensory disturbances, intellectual impairment, reduced vision, deafness, abnormal speech or language development and epilepsy. Motor disorders which are transient, the result of a progressive brain disease or abnormalities of the spinal cord are excluded. '2 Stereotactic encephalotomy has been used since 1950 in the management of cerebral palsy for the symptomatic treatment of dyskinesia, rigidity and spasticity.3 There have been conflicting results; the discrepancies are possibly due to patient selection, differences in operative technique, ways of assessing results, duration of postoperative follow up and type of follow up care."'
In this paper we describe the results of stereotactic surgery after a mean postoperative follow up period of 21 years and the factors influencing the outcome. The effects of the operation on social functioning and autonomy, and the place of stereotactic encephalotomy in the management of cerebral palsy are discussed. In order to assess the results of stereotactic encephalotomy in these 18 patients, we used the following parameters: (1) the principal indication symptom for surgery; (2) the ADL scale proffle; (3) degree of disability; (4) hand function, separately scored for each hand and (5) the patient's opinion concerning the operative outcome.
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For the ADL scale we looked at changes in the ADL profile of the individual patient, and the changes in the individual six items for all 18 patients. We scored the changes as follows: -significant improvement: + 2 points; moderateslight improvement: + 1 point; no change; slight-moderate deterioration: -1 point; and severe deterioration -2 points. The same scoring was used for changes in the degree of disability. For hand function, a 5 point rating scale was used ranging from 4, normal hand function, to 0, no hand function.
In order to obtain an impression of the operative influence on the autonomy and social functioning of the patients, we looked at their place of residence, profession or occupation. We scored an overall positive result if the following conditions had been met: an improvement in the principal The relationship between clinical classification, degree of disability, location of the surgical lesion and Stereotactic encephalotomy appears to be ineffective in producing a lasting relief of spasticity, despite initial favourable reports of bilateral cerebellar dentatotomy and pulvinarotomy.12 13 20 2v A bilateral dentatomy was performed in one of our patients without any improvement of spasticity and dystonia.
The relatively large numbers of re-operations and complications in our patients with cerebral palsy compared with stereotactic encephalotomy for essential and Parkinsonian tremor is in agreement with previous reports.' I The fact that four patients showed a deterioration of speech after unilateral operation is probably due to diffuse cerebral damage pre-operatively, as three patients had a very severe 
